ABSTRACT
Background
Laparoscopy is currently widely used for the therapeutic purposes. The minimally invasive approach has become the method of choice for the most benign disease. Creation of pneumoperitoneum is the first step of a laparoscopy. There are two methods for creating pneumoperitoneum, the closed technique, and the open technique. The VN is placed blindly into the abdomen, which increases the risk of iatrogenic injury. Reducing morbidity and mortality rates is essential to know about the major and minor complications. The complications arising from the insertion of the needle occurred in 0.23% of the VN accessed. 1 The major complications include injury to vasculature, bladder, and bowel. Minor complications can also occur, such as wound infection, subcutaneous emphysema, and extraperitoneal insufflation. The purpose of this study was to discover the trivial complication outcome of extraperitoneal insufflation with VN access that had occurred during the laparoscopic surgical staging of endometrial cancer.
CASE DESCRIPTION
A 61-year-old woman, para 2 of vaginal deliveries, had previous laparoscopic GUS owing to uterine prolapse by suturing round ligaments to pull up under the anterior sheath of the rectus close to the midline abdominal wall 10 years ago (Fig. 1A) . She had menorrhagia for six months after her menopausal age of 53 years. The uterine had undergone curettage, and the histopathology displayed endometrial carcinoma. The appropriate treatment was laparoscopic surgical staging. While the Veress needle was inserted and CO 2 insufflation was taking place, an intraoperative complication had occurred. Two consecutive attempts were noted for the VN to enter the peritoneal cavity. The first attempt was a failed entry with high- pressure CO 2 insufflation while the second attempt was able to enter the intraperitoneal cavity. The laparoscopy revealed GUS where the extraperitoneal emphysema had occurred (Fig. 1 ). The extraperitoneal emphysema was released with a needle gauge number 18 exteriorly during surgery.
DISCUSSION
The uterine suspension using laparoscopic visualization has been reported in England in 1976 and has become an infrequent operation on most gynecology in recent years. 2 The 61-year-old female had been uterine prolapse in her age of 51 years. After the conversation with a patient, this case was designed for a laparoscopic surgical technique of GUS for a retroverted uterus with uterine prolapse that the round ligaments were sutured to the rectus fascia as shown in Figure 1A . At 10 years afterward, the patient had diagnosed with endometrial carcinoma with the histopathology of grade 1 endometrioid carcinoma after she had uterine curettage due to postmenopausal bleeding, the menopausal age was 53-year-old. The decision of surgery was a laparoscopic surgical staging. The minimally invasive can be performed to endometrial cancer safely with the utilization of the retrieval bag through a vagina to limit tissue fragmentation within a packet. 3 This case was selected for the closed-entry procedure with general Veress needle technique; the two attempts were successful for VN insertion followed by the creation of pneumoperitoneum at a pressure of 15 mm Hg, the VN was removed. There is no accepted universal definition of failed closed-entry. 4 Angioli defined failed entry as entry requiring more than three attempts, the extraperitoneal insufflation was seen only after VN insertion, which was a minor complication, and the incidence of extraperitoneal insufflation was 3.1% in the VN group. 5 In this case, the laparoscopy showed
Gilliam adhesion with extraperitoneal emphysema after two attempts of Veress needle insertion (Figs. 1A and B) , and the emphysema was improved by using number 18 needle piercing to release its emphysema. Although the incidence of extraperitoneal insufflation and failed entry due to an open-entry method was reduced when compared to the closed-entry procedure, 1 the institution is familiar to usage VN more than 20 years with the low incidence of complications. This report, therefore, helps to build greater awareness of extraperitoneal emphysema even though it is the minor complication. The following comprehensive staging was completed by cautious laparoscopy. Postoperative was uneventful.
CONCLUSION
The extensive extraperitoneal insufflation image shows a minor complication that is very uncommon reviewed and can thus be educational for the endoscopist.
CLINICAL SIGNIFICANCE
The VN was inserted vertically following the creation of pneumoperitoneum at a pressure of 10 to 15 mm Hg, and the VN was removed. Then, a 10 mm disposable shielded trocar was introduced in the pelvic cavity.
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Figs. 1A and B: (A) The Gilliam uterine suspension was revealed by laparoscopy; (B) The laparoscopy showed extraperitoneal emphysema after Veress needle was insertion and CO 2 was insufflation A B
